In the mid-1990s President Fujimori of Peru initiated an aggressive family planning program to address widespread poverty in the country. Female sterilization was a publicly stated element of the program, but anecdotal evidence suggests that health workers were given large sterilization quotas and reportedly used bribes, coercion, and even force to meet them. While the exact details of the program were not public, the Peruvian Demographic and Health Surveys provide evidence of a large increase in sterilizations during the suspected policy window. In this paper we will address three research questions: First, who was affected by the Fujimori sterilization policy? Second, what was impact of the policy on fertility? Third, what, if any, impact did the policy have on household well-being? We tackle these questions sequentially, with each stage feeding into the next. We carefully outline the challenges and assumptions behind causal identification at each stage.
Introduction
In the mid-1990s, President Fujimori of Peru initiated an aggressive family planning program with the stated purpose of addressing widespread poverty in the country. The 1991 -1992 Demographic and Health Survey (DHSII) provided evidence that seemed to bolster Fujimori's claim that there was a "vicious circle [of] poverty -unwanted child -poverty" in Peru.
1 Table 1 , based on data from the DHSII, shows the strong negative correlation between wealth (and education) and fertility in Peru. The Peruvian DHSII also indicated an unmet need for contraception, with 35 percent of all women who gave birth within the last five years responding that their latest birth was not wanted -a percentage that increased to 65 percent among women
We carefully outline the assumptions behind causal identication at each stage. We also attempt to explore and sign any potential bias in our estimates. We continue to conduct robustness checks that test the assumptions and credibility of our causal claims.
There is considerable debate about the causal direction of the correlation between poverty and family size in developing countries like Peru. Fujimori's own claim of a vicious circle points directly to the simultaneityendogeneity inherent in the study of the link between family planning and economic development. However, credible evidence is vitally important since Fujimori's logic that Peru needed to reduce family size in order to eliminate poverty was the driving force behind a policy that lead to serious human rights violations. The challenges to identication in evaluating population programs are elaborated in recent papers by Shultz (2005) and Mott (2005) . Both of these papers highlight the diculties of establishing causation in population research, but also the great policy importance of accepting these challenges, being honest and clear about assumptions, and seeking out mechanisms that can explain observed behaviors.
There are at least two major challenges specic to the Peruvian sterilization campaign that we must tackle in order to understand who was aected by the policy and then take the next step of identifying the policy's impacts. First, the details of the policy were secret. Second, there was a nontrivial and slightly increasing rate of female sterilization prior to the advent of the 1996-1997 Fujimori sterilization policy as can be seen in Figure 1 . This underlying rate of sterilization likely continued during the policy, but we are unable to distinguish directly in the data which women would have been sterilized anyway, and which were sterilized because of the policy. We suspect that sterilizations that were not caused by the policy were voluntary. If some underlying level of sterilization continued during 1996-1997, simply looking at all sterilizations that occurred during the policy window will conate the impact of potentially voluntary and potentially coerced sterilizationsimpacts that we suspect may be quite dierent. Our methodology aims to tackle both of these challenges using the rich information in the DHS to forensically uncover the characteristics of the population that was targeted by the policy. We use the complete birth histories and detailed geographic information available in the DHS along with timing of sterilization to construct a reweighting estimator along the lines of DiNardo et al. (1996) . Our estimator of the treatment eect of the policy is modied, however, to account for the fact that the group of all women who were sterilized during the policy make up a contaminated treatment groupin the data we know who was sterilized during the policy period, but among these women we do not know who was treated by the policy.
There is evidence based on hundreds of interviews that women were tricked, pressured, and even physically forced into sterilization procedures in 1996 and 1997 (Tomayo 1999 . However, in our data we cannot determine any level of coercion or force during the policy. Furthermore, we cannot conrm that sterilizations that occurred outside of the policy were voluntary. Therefore, going forward, we refrain from using the terms voluntary and coerced or forced, and we distinguish, rather, between sterilizations that we predict would have occurred even in the absence of the program, and those that were caused by the 1996-1997 policy. Given that our methodology is based on predictions of which women were in each category, we are further able to tackle the question of whether the impact of sterilization was dierent among women targeted by the policy compared to women whose sterilizations were not caused by the policy.
We nd that women targeted by the Fujimori sterilization policy were on average 31 years old, had four children at the time of sterilization, and 5.6 years of schooling. We estimate that roughly half of the women treated by the policy lived in rural areas and a quarter were from rural mountain regions, but we also nd that a signicant proportion of treated women came from urban coastal areas like Lima. We estimate that being sterilized by the policy led these women to have 0.33 fewer children by 2000, and 0.85 fewer children by 2004. We nd small and marginally signicant impacts of the policy on women's and children's outcomes, with the exception of statistically signicant improvements in the height for age and school enrollment of daughters of treated women.
The counterfactual comparisons we use in our estimation procedure rely on the assumption that all of the factors that lead women to be sterilized by the policy are observabed and that we have properly controlled for them. This is a strong assumption, one that we continue to examine.
For example, we might be concerned that women who were observationally the same as women sterilized by the policy, but who were not sterilized were dierent in unobserved ways that are correlated with fertility. In particular, we may worry that they are women who had a greater desire for additional children than those who succumbed to the policy. The DHS surveys asked women about the wantedness of all pregnancies in the past ve years. We compare responses to these questions in DHS IV between the treatment and control groups created by reweighting and nd that the percentages of women who wanted (or did not want) their last pregnancy are not identical, but the reweighting improves the match considerably. 5 We are encouraged by these results and think this is suggestive evidence that while we are matching on observed characterisitcs, our treatment and control group may also match on unobserved characteristics.
Methodology
Our goal is to estimate the eect of being sterilized by the Fujimori Sterilization Policy (FSP) on fertility and on measures of family well being. Estimating who was treated by the policy is a crucial rst step in accomplishing this goal. This is not the usual rst step in treatment eects estimation, but it is required in this case because of the secrecy of the policy and the nature of the information we have about sterilized women. Recall, that we know if a woman was sterilized and when she was sterilized. However, we suspect that some of the women sterilized during the policy period were not treated by the policythey would have been sterilized anyway. In other words, our information on who was sterilized during the policy period is contaminated information on treatment status.
Finally, treatment was assigned based on criteria that are not publicly available and those criteria were likely far from random assignment. To motivate the modications we make to the standard treatment eects estimation, we will begin by outlining the methods we would use if we had either ideal data or at least a more typical amount of information about a policy.
We will use notation standard in the treatment eects literature. We dene an indicator S to denote whether a woman is sterilized, and an indicator D to denote if a woman is sterilized (treated) by a sterilization policy. We assume that each woman has two potential outcomes, Y 0 if she is not treated and Y 1 if she is treated. We only ever observe one of these potential outcomes, but we are able estimate the average treatment eect on the treated,
, under dierent assumptions given the type of data available and the way treatment was assigned.
Random assignment allows the most straightforward estimation strategy. If the only sterilizations that took place during the policy period were those caused by the policy and sterilizations were randomly assigned (and furthermore we had data on who was sterilized), we would simply 5 We only make this comparison for women who had pregnancies in the last ve years but before the policy. This restriction is necessitated by the range of data available and our desire to make a proper counterfactual comparison, but limits the sample size. Details can be found in 
We will use the rich information available in the DHS on birth and martial histories, geographic and demographic characteristics of women sterilized both before and during the policy to separately identify treated women from women who would have been sterilized in the absence of the program. We will use the information in the DHS to estimate propensity scores for probability of sterilization and proceed with a reweighting strategy. The next subsection describes the assumptions 6 We focus on a propensity score based reweighting method as it makes the intuition of our process more clear and the weights we create allow us to show the characteristics of the women we hypothesize were in the dierent categories. In this way we can infer from our analysis who was aected by the policythe rst of our research goals. [1990] [1991] [1992] [1993] [1994] , and equals two if the time period coincides with the FSP time window (1996) (1997) . 8 Since sterilization is a permanent one-time procedure, a woman can only have S t = 1 in one of the periods. 9 We are mute regarding sterilizations that happened after the FSP was dismantled. In other words, we assume that they would have happened regardless of the FSP and thus are included in our control groups. Finally, we denote other observed variables by X.
Now we dene a series of probabilities we will use in our estimation strategy and the assumptions required to estimate them given our data. Equation 1 gives the probability of a woman with observed characteristics x, becoming sterilized during the FSP time period (given that she was not sterilized before), 7 As is conventional, capital letters denote random variables and small letters denote specic realizations of those random variables.
8 We leave out the calendar year 1995 because it is possible that the FSP might have started in the later part of that year. But we should and are in the process of conducting robustness checks for sensitivity of our results to including 1995 -for DHSIV it doesn't seem to matter.
9 In the data we do not nd any sterilized women who give birth after the date they report being sterilized.
10 Other relevant categories are women who were sterilized prior to the FSP who would have S1 = 1, S2 = 0, D = 0
and women who were never sterilized by the end of the FSP would have S1 = 0, S2 = 0 and obviously D = 0.
The rst equality holds because D = 0 and D = 1 are mutually exclusive and collectively exhaustive events. The second equality holds because S 2 = 1 for all cases where D = 1. Assumption 1 below allows us to exploit the information we have about women prior to the FSP.
Assumption 1: The probability of a woman being sterilized during the policy period who would have been sterilized even in the absence of the policy is the same as the probability of sterilization before the FSP was implemented for a woman with similar observable characteristics (X ). 11 In other words we assume that
Under Assumption 1 we can re-write equation (1) to express the probability of being treated as:
To simplify notation we re-write the probability of sterilization in the pre-policy period for a woman with observed characteristics x as P 1 (x) and the probability of sterilization during the FSP as P 2 (x).
12 Thus equation (3) becomes
We can also dene the probability of being treated conditional on being sterilized during the FSP time period
11 We allow for a time trend in our estimation to capture the underlying national trend in sterilization take-up prior to the implementation of the FSP.
12 P2(x) and P1(x) can be estimated in the data using a probit or a logit, and can be thought of as the propensity scores used in matching and weighting estimators. during the years 1996-1997 (i.e. S 2 = 1) the observational rule is modied from the standard case. Equation (6) gives the modied expression for the observed outcome in terms of the relevant potential outcomes
highlights the fact that not all women sterilized from 1996-1997 were treated by the policy. In other words, Y represents the outcomes of the contaminated treatment group.
As discussed above, our goal is to estimate average treatment eect on the treated (ATT), i.e.
the impact of the sterilization on those women who were sterilized by the FSP
2.1.2 Density reweighing approach to estimate the treatment eect on women treated by the policy Given our observational rule in equation (6), we cannot directly estimate the rst term of equation (7), E[Y 1 |D = 1]. However, note that
We observeỸ for women sterilized during the FSP period (S 2 = 1) and we can use the proba-bilities derived above to estimate E[Ỹ |D = 1], under certain assumptions. Note that
If we multiply and divide the integrand by f (ỹ, x|S 2 = 1) and then apply Bayes Rule to the numerator and denominator we get
Next we introduce the standard assumption in matching estimators:
Assumption 2: Strong Ignorability Assumption. We assume that after conditioning on X the probability of being treated and of being sterilized during the years of the FSP are independent of the potential outcomes {Y 0 , Y 1 } and, thus, they are also independent of Y . In other words, and invoking equation (4), we assume that
Using Assumption 2 we can re-express equation 9 as
Since we have a sample from f (ỹ, x|S 2 = 1) we can estimate the expected value in equation (12) with the nite sample estimator:
Where φ i is the DHS sampling weight of woman i. Thus, the expected value E[Y 1 |D = 1] is a weighted average of the observed outcome, Y , for women who were sterilized during the FSP time period. The weights are proportional to the probability that, conditional on being sterilized during that period, the woman was a induced to be sterilized by the policy (see equation 5).
Invoking the strong ignorability assumption described by Assumption 2 and following similar steps as before, it can be shown that E[Y 0 |D = 1] is given by:
And the sample estimator is given by:
Thus, the expected value E[Y 0 |D = 1] is a weighted average of the observed outcome, Y , for 13 The nite sample estimator of equation (12) is given by:
However, note that the population value P (S 2 =1) P (D=1) can be approximated in nite samples by
, which gives the expression in equation (13).
women who were not sterilized during the FSP time period, where the weights allow us to construct a counterfactual control group for the treated group. We can re-write the weights to give them a clearer interpretation:
In this form, it becomes evident that the weights are the result of a two-step (matching) procedure. In the rst step, described by the term
, we reweigh the outcomes of women who
were not sterilized during the FSP time period by giving higher weights to the outcomes of those women who are observationally more similar to women that were sterilized during the FSP time period. The second step is essentially the same as the reweighting performed before on the S 2 = 1 group and thus is described by the term w 1i . In other words, in the second step we give more weight to the outcomes of women with a higher counter-factual probability of being treated by the FSP (given the counterfactual of being sterilized at all during the FSP time period).
By joining the results of equations (13) and (15), we can estimate the ATT using:
We have focused so far on the impact of sterilizations that were caused by the FSP, but we could also, for comparison purposes, be interested in the impact of sterilizations that occurred outside of the policy. Using the same procedures as before, it can be shown that the ATT for sterilizations that occurred during 1996-1997 but would have occurred even in the absence of the policy can be estimated using equation (19):
where
Peruvian Demographic and Health Surveys
We investigate the Peruvian sterilization policy using the fourth, and fth waves of the Demographic and Health Surveys for Peru (hereafter DHSIV, and DHSV.) The Demographic and Health Surveys are nationally representative cross sectional surveys. Both DHSIV and DHSV were conducted after the policy had ended and thus allow us to look at potential impacts on fertility and other household outcomes. DHS IV was conducted in 2000 and has a sample size of 27,843 women aged 15-49;
and DHS V was collected continuously over the course of 2004 to 2008 and has a sample size of 41,648 women. The primary advantage of the survey for addressing our research questions is the information collected on birth control methods including sterilization and the date when the sterilization occurred. The surveys also include detailed birth histories and information on place of residence. Our analysis sample includes all women who were eligible to be sterilized during the policy period 1996 to 1997 ever-married women who had at least one child and who were not previously sterilized 14 giving us a sample size of 14,430 eligible women in DHSIV, 707 of whom were sterilized during the policy period; and 16,673 eligible women in DHS V, 735 of whom were sterilized during the policy.
We estimate the impact of the FSP on fertility as well as on household outcomes. To measure fertility we use the number of surviving children in a given year. We can also use the birth histories to measure number of children ever born and child mortality, which are alternative outcomes we plan to pursue. Next we look at the impact of the policy on women's outcomes. The DHS has limited information on labor force outcomes, but we make use of a question asking whether the respondent is currently working and we use this as a proxy for labor force participation. We also estimate the impact on reports of domestic violence in the last 12 months as sterilization could impact a woman's bargaining power relative to her spouse.
We examine several outcomes of household children to test whether the policy impacted wellbeing as measured through health and education. We want to compare children whose mothers'
were sterilizedand therefore had no more siblingsto counterfactual children whose mothers were 14 There was an existing law prior to the policy requiring spousal consent for sterilization (Coe 2004 ) and all women who report sterilizations in both DHS were married (or had previously been married) and had at least one child at the time of sterilization.
not sterilized and therefore likely had younger siblings. This kind of comparison would allow us to test a quality/quantity trade-o. Therefore, we only look at outcomes for children born prior to the policy. Weight for height and height for age was collected for all children age four and under, so we are restricted to DHS IV for this outcome since all children under four were born after the policy by the time the DHS V survey began in 2004. In both DHS IV and DHS V we measure years of schooling and current enrollment (controlling for age) of household children under 15. In the DHS V we can also examine the education level of girls over 15 who are old enough to be survey respondents and but were children at the time of the policy. Having fewer younger siblings to help care for could have allowed girls to stay in school.
One limitation of the Peruvian DHS is that it does not contain accurate information on respondents' ethnic group. One of the claims of human rights activists is that the Fujimori policy targeted indigenous women from the Quechua or Aymara groups. DHS IV and V ask respondents their language among which Quechua or Aymara are choices. But only 15% of eligible women DHS V responded that they spoke either of these languages. This variable clearly does not accurately measure ethnicity, as the Amerindian population is closer to 40% of the Peruvian population.
3.2 Descriptive Analysis of Sterilization in Peru 1990-1998 Table 1 that some of the sterilizations that actually occurred during the policy were mistakenly reported to occur in the year before or after the policy ended in DHS V. If this were the case, we would expect to nd muted treatment eects using DHS V data. These discrepancies deserve further investigation.
3.3 Estimating the probability of treatment by the Fujimori sterilization policy using DHS IV and DHS V
We estimate the probability of sterilization in the pre-policy and policy periods using a pseudo panel constructed from the cross-sectional data in the DHS surveys. These probabilities, conditional on observable characteristics, are the propensity scores P 1 (x) and P 2 (x) described in the methodology section. We use the date of sterilization and other variables to construct a longitudinal history for each woman describing her fertility and marital time path from the beginning of what we consider the pre-policy period, 1990 to the end of the policy period in 1998. Each woman has one observation for each year and dummy indicating whether she is sterilized in each year. Once she is sterilized she has no further observations. Using this type of quasi panel allows us to estimate the conditional probability of being sterilized in each yearthe annual hazard of being sterilized given that one has not been sterilized up that point. 15 This approach takes account of the fact that a woman sterilized in 1997 was at risk of being sterilized in all previous periods and as such should be included in calculating the probability of being sterilized in 1994, for example. Furthermore, because of detailed birth and (somewhat) detailed marital histories provided in the DHS surveys we can use richer information about spacing of children in the quasi panel than in a cross sectional estimation of probability of sterilization by year. We also include 56 regional categories starting with Peru's 25 departments and further dierentiating by geography (jungle, mountain, coastal) and by urban and rural status. Other covariates are age, number and age of children, number of boys, infant mortality, age at rst birth, and education. Finally, using the pseudo panel we are able to include a time trend in the logit to account for secular changes in fertility and sterilization that could be occurring within each period. We estimate the probability of sterilization in each period using a logit.
When we calculate ∆P (x) =P 2 (x) −P 1 (x) as in equation (4) in some cases the value is negative leadingP (D = 1|S 2 = 1, X = x) (equation5) to be less than zero. Since this object is a probability, negative values are not dened and we set these values to zero. The rationale is that such women, if sterilized, had a zero probability of being treated by the policy. The number of observations for which we make this adjustment is noted in the results tables.
15 This is based on a extension of proportional hazard models to discrete time proposed by Cox (1972) . Estimating a logit regression on a set of pseudo observations generated from a cross-section amounts to tting a discrete-time proportional-hazards model. See Allison 1982 and notes on this by German Rodriquez at Princeton:
http://data.princeton.edu/wws509/notes/c7s6.html. Table 2 , based on DHS IV, and Table 3 , based on DHS V, show the characteristics of the sample of eligible women before and after reweighting. The rst three columns of Tables 2 and 3 give the characteristics of the non-reweighted sample of women eligible to be sterilized during the policyever married women with at least one child who were not previously sterilizedseparated by whether they were sterilized during the policy period. The ndings based on DHS IV and DHS V are similar, so we will summarize them jointly. Column 2 gives the characteristics of what we have called the contaminated treatment group which includes both women treated by the FSP and women who were not treated by the policy and would have been sterilized even the absence of the program. We see that sterilized women are older, have more children, slightly less education than the average eligible woman, but that a roughly similar proportion of women sterilized during the policy live in rural areas.
Results

Characteristics of women targeted by the Fujimori sterilization policy
In columns 4 and 5, we apply the weights described in the methodology section to create the eective treatment and control groups we use to estimate the impacts of the policy. The group of women who were sterilized during 1996-1997 are reweighted to represent only the group of women who were treated by the policy (ie we use weight ω 0 ). The non-sterilized women are reweighted to match the observable characteristics of the treated women (ie we use weight ω 1 ). The dierences compared to column 2 are striking. The women we estimate to be in the treatment group are younger, considerably less educated, and much more likely to live in rural areas than the contaminated treatment group suggested. The last two columns of Tables 2 and 3, specically highlight the dierences between women who were sterilized by the policy and sterilized women who we estimate would have been sterilized even in the absence of the policy. Women sterilized outside of the policy are considerably more educated and more likely to live in urban areas, though they do not have substantially fewer children. If we suspect there may be heterogeneous treatment eects of sterilization by these characteristics, then these columns conrm the benet of our method in separating these two types of sterilized women. Column 6 gives the demographic characteristics of the women we estimate were aected by the Fujimori Sterilization Policy and thus provide an answer to our rst research question: who was targeted by the Fujimori Sterilization Policy? We estimate that women targeted by the policy were on average 31 years old, had four children at the time of sterilization, and 5.6 years of schooling. Their average age at rst birth was 19. Roughly half of these women lived in rural areas and a quarter were from rural mountain regions, but we also nd that a signicant proportion of treated women came from urban coastal areas like Lima.
4.2 Impact of the FSP on fertility Table 4 women. All of the coecients in table 4 are negative, but could also be expressed positively as the number of additional children born to women in the control group(s). We think these results are large but plausible given the age and existing fertility of the treated women, the amount of time since the policy, and limited access to contraception available in Peru.
Impact of the FSP on household outcomes
The remaining tables provide estimates of the impact of the FSP on women's, and children's outcomes. Since in the previous section we estimate that the policy led to a substantial decrease in fertility, we can hypothesize that any impacts on other outcomes were the result of lowered fertility.
However, at this point we cannot rule out impacts of the nature of the policy itself, for example the trauma of a coercive act, on outcomes. In this summary of results, we will focus on the estimated impact of the FSP in columns 2 and 5 of the table. Table 5 provides estimates of the impact of the policy on women's labor force participation. Column 2 shows an increase in probability of working of ve percent in 2000 based on reweighting which is signicant at a 10 percent level. However, there is no signicant impact on working by DHS V in 2004 DHS V in -2008 as seen in column 6. Table 6 shows estimates for the binary outcome of experiencing domestic violence (either physical or sexual ) in the last 12 months (this information is only available in DHSV). We estimate that being sterilized by the FSP increased the likelihood of experiencing domestic violence by 5 percentage points. Table   3 shows that 13 percent of eligible women report domestic violence in the last 12 months. We need to further explore the mechanisms of this estimated impact, but changes in ability to bear children may impact women's bargaining power within the household. We view our estimated impact on domestic violence with caution, however, as it could be the case that women susceptible to domestic violence could also be those more susceptible to a coercive government policy.
Turning to the impact of the FSP on the children of sterilized women, in summary we nd small and mostly non-or marginally signicant impacts when we combine girls and boys. Table 7 gives the estimated impact on biometric measures of weight for height and height for age (in standard deviations from the reference median) based on DHSIV among children under four who were born prior to the policy. This table only shows results for DHSIV since children born prior to the policy in DHSV are over four years old, and the surveys only record biometric information for children under four. Point estimates on weight for height in column 5 are small and none are statistically signicant. Impacts on height for age in column 2, which is a longer term measure of health, are somewhat larger, but again, for the most part, not signicant. When we examine girls separately in Table 8 , however, we nd that daughters of women treated by the FSP had height for age that was 0.29 standard deviations greater than counterfactual girls. This estimate is signicant at a one percent level. Looking at column 3, we see that there is a similar, though not signicant positive impact on daughters of women sterilized outside of the FSP.
In Tables 9 and 10 , we nd a small but signicant positive impact on years of schooling and enrollment for children under age 15 in DHSIV three years after the policy.. While the magnitude of the impact is similar for DHSV, seven to 11 years after the policy, the estimates are not statistically signicant. When we look just at girls' enrollment in Table 11 , we nd that there is a 2.3 percentage point increase in school enrollment for girls of women sterilized by the FSP about double the impact found when we combined boys and girls. These small impacts are likely due to the high levels of enrollment of primary school children in Peru, even in rural areas, leaving little margin to increase schooling for these ages. However, we nd no impact on education of older girls in Table 12 based on DHSV. These are girls who are aged 15 to 22 and are respondents to DHSV as adults, but were children at the time of the policy. The fact that their mothers were sterilized could mean they had fewer young siblings to help care for than counterfactual girls and were able to stay in school longer.
We do not nd evidence of this kind of impact. However, if this impact accrued to girls who then moved out of the house younger, we will not be able to measure the eect.
Conclusion
There is a continuing debate about the causal link between access to family planning and reductions in fertility in both the developed and developing world. Beyond any direct impact on the level of fertility, access to contraception clearly allows women to control the timing of fertility, which reduces constraints on choices about work and caring for existing children. Recent research in both the United States (Bailey 2006) and Columbia (Miller 2009) uses plausibly exogenous variation in access to show that contraception signicantly increases female educational attainment and labor force participation by allowing women to delay rst births. Our preliminary ndings in Peru seem to conrm that the mere reduction of fertility that is not necessarily associated with substantial improvements in welfare in the context of potentially coerced sterilizations. We are nding that when birth control is imposed, the benets of making choices about fertility may not accrue to women and their households. While we do nd small improvements in height for age and school enrollment for girls whose mothers were sterilized by the Fujimori sterilization policy, in general the substantial decrease in fertility caused by the policy does not seem to be associated with substantial improvements in family well-being.
It is clear to us that the Fujimori sterilization policy involved eggregious human rights violations.
Our goal is to document the impact of this policy in the hopes that future family planning policies will focus on improving the choices available to women and their families rather than imposing a single contraceptive alternative. 
